"Comparison of Home Versus Physical Therapy-Supervised Rehabilitation Programs After Anterior Cruciate Ligament Reconstruction," by Grant et al, is sure to stimulate some discussion. In this randomized clinical trial, the authors compared the efficacy of a home-based physical therapy program with that of a standard supervised physical therapy program during the first 3 months after ACL reconstruction. They concluded that the home-based program restored an acceptable range of motion to a higher percentage of patients than did the traditional in-office program and was equivalent in other outcome measures.
In this investigation, patients in both groups attended a preoperative education session to prepare them for both the study and the rehabilitation process. The home-based group then attended 4 instructional sessions placed at critical time points during the postoperative period, whereas the office-based group attended 2 physical therapy sessions per week during the 2nd through 7th postoperative weeks and 1 per week during weeks 8 through 12.
This study has many admirable characteristics. It was performed as a randomized controlled trial, and the professionals who evaluated the patients did not know the treatment group of the patients they were examining. Both groups of patients were given a standardized, structured program to follow. The sample sizes were derived from a pre hoc power analysis based on the principal outcome measure, the achievement of acceptable motion.
Nevertheless, the study did have some limitations. The home-based patients received their instruction at the university sports medicine center, whereas the office-based group was allowed to rehabilitate under the guidance of any therapist they chose, which may have introduced some variability in the quality of the office-based physical therapy. The 17 visits allowed to the office-based patients may be fewer than customary in some parts of the world.
It is also worthwhile noting that the patients participating in this study were selected in 2 ways. First, patients undergoing surgery for acute symptoms were excluded from the study. In addition, about 8% of potentially eligible patients declined to participate in the study because they did not want to risk randomization to a home-based program. It is quite possible that this self-selection removed a number of patients who would not have been suitable for home-based therapy. Thus, some caution is required when generalizing the findings of this study to all ACL recon-struction patients. Finally, it is important to remember that the study only covered the first 3 months of postoperative rehabilitation. It is not yet known whether the results will be the same after recovery is complete.
The authors' analysis of the results makes 2 interesting points about study methodology. The first is the decision to compare the groups by the percentage of patients who achieved acceptable results rather than by comparing medians or means. This decision makes clinical sense because patients want to know their chances of having a good result from their surgery, not what the "average result" of 100 cases might be. This method reveals clinically significant differences in the outcomes of the 2 treatments that would have been obscured if only the medians had been reported. The second illustrative point is made by the addition of the intention to treat analysis, which incorporated the best information available on the patients who did not complete the study. Although the sense of the results remained the same in this analysis, the statistical significance of the differences found in the primary analysis disappeared.
Whether surgeons decide to adopt the authors' protocol for their own use, several principles underlying the homebased program seem to make good sense for any rehabilitation plan: Give the patient an overview of what to expect before the program begins. Encourage the patient to feel actively responsible for his or her own rehabilitation. Design a structured program with clearly defined goals for each stage. Finally, tailor the process to each individual patient. Some of the home-based patients had more than the expected 4 visits. Although these departures from the strict protocol may not be desirable from a methodological point of view, they make sense from a clinical one. Just as no surgical procedure can be rigidly applied to every patient regardless of the precise anatomical deficits present, so no rehabilitation program should be rigidly applied to every patient irrespective of his or her physical and psychological needs.
